M|SSOUR| DIVISION OF HEALTH — STANDARD CERTlFICATE OF DEATH W — )
DEPARTMENT OF PUBLIC HEALTH AND WELFARE 04 000 63 — 031381
DO NOT WRITE AMENDED Registration District No. _____. -ﬁ,-.-*___Pr|marv Registration Dimrict No. ___________,__n,g..m, + No
ON THIS STUB M—Mﬁ—g—l—mw
1. PLACE OF DEATH 2. WSUAL RESIDENCE (Where deceased lived. If instilutien; Residence belore

& COUNTY Buchanan s stale Migsourld w couwry Buchanan sdmission)

b. CITY {If outside corporate |imits, give TOWNSHIP only) Length of stay in Ib c. CITY trside Limits

TOWN St. Joseph 22 yrs ToWN St., Joseph Yes B No [

e, FULL NAME OF (If NOT in haspital, giva location) Inside Limits d. STREET If cutsi i i f
HOSFITAL OR ! (If cutside, give locarion) Reside an Farm

nstiution St. Josephs Hospital YesXi No[J ACDRESS 92/, No, 6th St, Yes O No I

. 3. NAME OF DECEASED First Middle _ 4. DATE Manth Day Yaor

{Type or print GRACE CHRISTINE FORD oA August 14 1963

»
5. SEX 6. COLOR OR RACE 7. Married §fl  Never Marrled [] (8. DATE OF BIRTH | ¥- AGE (last birthday) [IF UNDER ! YEAR | IF UNDER 24 HR
Femle White Widowed [J Divorced [] 1/8/1896 67 Months | Days Hnurl | Min.

10a. USUAL OCCUPATION ({Glve kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12, CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)

Seamstress St.Josephs Hospital DeKalb County Missouri USA

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Aliphus Dabler _Millie Munn Mr. John Ford

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 14 SAC1al SECLIDITY RN 17. INFORMANT Add
(Yas, no, or unknown} | (kf yes, give war or dates of servi i e 24 No. 6th Sto
N Mr. John “ord . St.Joseph,Mo,

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and {c). INTERV,
ART |. DEATH WAS CAUSED BY: ) ONSET AND DEATH

IMMEDIATE CAUSE (s} QBYLQ[N‘M QF u cgarit F‘L‘-YU"‘E !‘?MQIW iy

STATE FILE NUMBER

VS 300
Rev. 4/59

51717
Bi17

DATE AMENDED

DOCUMENT

Cenditions, [f any, DUE TO {b)
which gave rlsa to '
above couse [a),
stating the under-
lying cause last. DUE TO (¢}

PART [k, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 111, If decoased was female was
disease condition given in PART | (a) there a pregnancy in last 90 days.

I  Yes | O No rD Unknown
19. WAS AUTOPSY 20a. ACCBENT SUICDIDE HOMD|CIDE 20b. DESCRIBE HOW INJURY CGCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)

2c. TIME OF Hour Manth, Day, Year
INJURY am.
pom.

: 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about homa, | 20f. CHY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK [

21. | attended the d d from 7 — ? - (n?— w__&.‘:LMlnnd |ast M%Iive on__F"/ s"‘ k}

7:m A m on the date stated sbove, and to the best of my knowledge, from the couses ttated.
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Death accurred at

22s. SIGNATURE {Degree or tita) 22b. ADDRESS [22c. DATE SIGNED

| 20LTA "y §-16~67

23a. BURIAL, CREMA h 3b. DATE . OF CEMETERY OR CREMATORY 23d. LOCATION {City, toewn, or county) {5tate)

REMOVAL (Specify) 8/16/6_3 Mavsville Missouri

ADDRESS 25. DATE RECD. BY LOCAL REG. |26. REGISTRAR'S SIGNATURE

St.Joseph Mo, %aq ;2 /963 | A2t

{Licensed Embalmer’s Shtamcm on Reverss Side)

USE BLACK INK

LM ELer, H.@lcm CERTIFICATION

TYPEWRITER RIBBON

ITEM NO.] SHOULD READ

8Y AFFIDAVIT OF




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded an the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student Signed S =7

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in
with the abave constitutes grounds for revocation of license).

If embalmed by a STUDENT, ‘he- also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.

LD | -




